Background Cladribine tablets have recently become available in The Netherlands for patients with relapsing-remitting multiple sclerosis (RRMS) as a disease-modifying agent that reduces the frequency and severity of relapses and delays disability progression. Objective The aim of this study was to evaluate the cost effectiveness of cladribine tablets, compared with alternative options, in the treatment of RRMS patients with high disease activity (HDA) and patients with rapidly evolving severe (RES) MS in The Netherlands. Methods A Markov model was developed simulating the costs and effects of RRMS treatment. For HDA, alemtuzumab and fingolimod were used as comparators; natalizumab was used for the RES subpopulation. The analysis included a societal perspective and a value-of-information (VOI) analysis. Results For the HDA subpopulation, treatment with cladribine tablets was the cost-effective (dominant) strategy compared with alemtuzumab and fingolimod, with 50.9% and 98.2%, respectively, probability of being cost effective at a threshold of €50,000/QALY gained and a net monetary benefit (NMB) of €10,866 and €151,115, respectively. For the RES subpopulation, treatment with cladribine tablets dominated treatment with natalizumab, with 94.1% probability of being cost effective at a threshold of €50,000/QALY gained and an NMB of €122,986. Note that these outcomes are driven by the lower costs of cladribine tablets. Efficacy differences were small, very uncertain, and likely not clinically meaningful. The probabilistic sensitivity analyses showed significant overlap in the credible intervals for total lifetime QALY outcomes and costs of cladribine tablets and all relevant comparators. The population-level VOI amounted to €19,295,441.
Introduction
Multiple sclerosis (MS) is a chronic and degenerative neurological condition that is associated with neurological impairment, severe disability, and premature mortality [1] . In a population-based study specific to The Netherlands, the overall age-sex standardized incidence rate of MS was 4.8/100,000 person-years and prevalence was estimated to be 1 in 1000 patients [2] . Most patients will experience the initial symptoms of disease upon diagnosis during early adulthood; the symptoms can progress rapidly and approximately 50% of patients will eventually require assistance to walk and will be confined to a wheelchair or bed. Since there are currently no curative interventions, the condition will persist throughout the life of the person with MS [3] .
There are two broad categories for MS-relapsing disease and progressive disease. Relapsing disease is categorized in clinically isolated syndrome (CIS) and relapsing-remitting multiple sclerosis (RRMS), whereas progressive disease is categorized in progressive accumulation of disability from onset (primary progressive; PP) and progressive accumulation of disability after initial relapsing course (secondary progressive; SP) [4] . The relapsing phase is characterized by the occurrence of relapses that have a tendency over time to remit. Relapses may result in an increase in disability because remittance is not always complete, depending on the period of remission [5, 6] . On average, relapses occur once or twice a year and are associated with inflammation and the development of new focal lesions. Over time, approximately 90% of patients with RRMS will develop SPMS, which is characterized by fewer relapse events and a gradual progression in disability between relapses [7] . The RRMS phenotype is of primary interest for this article, with special focus on high disease activity (HDA) and rapidly evolving severe (RES) subpopulations.
Progression to advanced stages of the disease has a significant impact on the health-related quality of life (HRQoL) of patients and their caregivers, and can lead to a significant cost burden to payers and society [1, 2, 8] . Available Dutch MS guidelines [9] advise a multidisciplinary approach to care, including support from neurologists, MS nurses, and therapists. This supportive care is provided alongside pharmacological therapy, which includes the treatment of symptoms of disability progression and the use of disease-modifying drugs (DMDs) [10] . The goal of therapy with DMDs is to reduce the frequency and severity of relapse events and to delay disability progression. There are currently 11 approved DMDs for MS. At the time of model adaptation, the most recently approved products currently reimbursed in The Netherlands for the treatment of RRMS with HDA/ RES were alemtuzumab, fingolimod, and natalizumab [9] .
Cladribine tablets (Mavenclad ® ) are an oral DMD approved by the European Medicines Agency (EMA) in August 2017. Cladribine is a preferential lymphocytedepleting therapy that has a unique posology involving only two short treatment courses over a 2-year period, followed by at least 2 years of disease monitoring. The results of the phase III trials, CLARITY and CLARITY EXT (RRMS), demonstrate that treatment with cladribine tablets is associated with a significant reduction in the annualized relapse rate (ARR), an increase in the proportion free of relapse, and a significant reduction in the risk of 3-and 6-month EDSS progression compared with patients treated with placebo [11, 12] . While the cost effectiveness of cladribine tablets versus existing DMDs for RRMS has been assessed for the UK [13] , no such study has been conducted for The Netherlands. The aim of this study was to evaluate the cost effectiveness of cladribine tablets compared with alemtuzumab and fingolimod for patients with RRMS and HDA, and compared with natalizumab for patients with RES RRMS in The Netherlands. 1 This is the first time a societal perspective has also been included in a cost-effectiveness evaluation of cladribine tablets. 1 The HDA subpopulation is defined as either [1] patients with at least one relapse in the previous year while receiving DMD therapy, and either at least one T1 Gd + lesions or at least nine T2 lesions; or (b) patients with two or more relapses in the prior year, whether receiving treatment or not. The RES subpopulation is defined as [1] patients with two or more relapses in the prior year, whether receiving treatment or not; and (b) patients with at least one T1Gd + lesion.
Methods
To meet the aim of this study, a previously constructed health economic model [13] was adapted to meet the requirements of the Dutch Healthcare Institute and to reflect Dutch clinical practice, meaning that Dutch HRQoL and cost inputs were implemented, and some structural changes were made to include indirect non-medical and medical costs, as well as direct non-medical costs and a value of information (VOI) analysis. Model inputs were validated by means of a face-to-face expert with a Dutch key opinion leader (KOL) in MS treatment.
Study Population and Comparators
Given the approved indication for treatment with cladribine tablets, the population of interest was patients with RRMS and HDA. The relevant comparators in The Netherlands that were included in the analyses were fingolimod, alemtuzumab, and natalizumab as these three DMDs are specifically used in The Netherlands for the treatment of RRMS with HDA/RES [14] . These comparators were also validated by a clinical KOL. Data for RRMS patients with HDA were not available for all comparators included in the analysis (natalizumab); therefore, the RES RRMS subpopulation was also considered in this study as natalizumab is only used in the RES population in The Netherlands.
Baseline characteristics in the model were obtained from the placebo arm of the CLARITY phase III study ( Table 1) . The relevance of these characteristics for the Dutch patient population was confirmed by a Dutch KOL with experience in MS.
Model Structure
A cohort-based multi-state Markov transition model was developed in Microsoft Excel (Microsoft Corporation, Redmond, WA, USA) to simulate the costs and effectiveness of treatment in people with RRMS [13] . This model was based on two mathematical models-a natural history reference model, developed using data on the disability progression and relapse status of people receiving best supportive care Giovannoni et al. [32] Giovannoni et al. [32] (BSC), and a treatment-adjusted model, which combines the reference model with data on the comparative efficacy and safety of the various DMDs versus placebo. The natural history model has data for generic RRMS, whereas the treatment-adjusted model incorporates the distinction between HDA and RES. Disease progression was modeled using the Kurtzke Expanded Disability Status Scale (EDSS) system, presented in a 21-health-state structure comprising 10 EDSS states for RRMS, 10 EDSS states for SPMS, and 1 death state (general mortality). This is an established disability rating scale that ranges from 0 (normal health) to 10 (death due to MS), where increasing scores indicate greater clinical disability [15] . The scale measures a range of functional issues, including bowel and bladder function, visual function, and mobility, and is the primary instrument used to evaluate the clinical disability of people with MS. The model explicitly accounts for differences in the disability progression rate and quality of life between the RRMS and SPMS phases. The 21-health-state structure is based on the assessment group model developed for the National Institute for Health and Care Excellence (NICE) TA32 [16] , a multiple technology appraisal of β-interferon and glatiramer acetate in RRMS [16] (an illustration of the 21-health-state structure is provided in Fig. 1 ). The model structure was validated by the Dutch KOL, who indicated that it was appropriate to differentiate between progression rates in RRMS and SPMS. At the start of the evaluation, the patient cohort is proportionally assigned to the 10 RRMS EDSS states in the model, according to the baseline EDSS distribution in the CLARITY study (Table 1) . Over time, the cohort is at risk of experiencing disability progression (move to a higher EDSS state), improving disability status (move to a lower EDSS state), remaining at their current level of disability (remain in their current EDSS state), converting to SPMS, or dying. Progression to SPMS is associated with a 1-point increase in EDSS. Please note that there has been some debate by the NICE Evidence Review Group on this point, however previous NICE appraisals deemed the assumption of a 1-point increase in EDSS to be an appropriate reflection if increasing disability experiences upon progression to an SPMS disease course (for instance, see page 10 of NICE TA493 [52] ). The treatment-adjusted model was created by combining the natural history reference model with the comparative efficacy and safety of DMDs versus placebo. Treatment with a DMD is assumed to impact the following outcomes: decrease the probability of progressing in an EDSS state over time, decrease the annualized rate of relapse, and increase or decrease the incidence of drugrelated adverse events. In each model cycle, patients taking DMDs were at risk of discontinuing treatment from loss of efficacy, loss of tolerability, progression to EDSS ≥ 7.0, or development of SPMS. This is in line with the recommendations of the Association of British Neurologists advising clinicians when they should consider stopping treatment. It was assumed that any patient transitioning to an EDSS state ≥ 7.0 would be considered to have SPMS, and hence discontinued from therapy. This is in line with approaches taken in previous models [13] .
As is required by Dutch health economic guidelines published by the Dutch Healthcare Institute [17] , the model takes a societal perspective. In addition to direct medical costs, the model considers productivity loss, informal care, and unrelated medical costs. Given the chronic nature of MS, a time horizon of 50 years (close to a lifetime) was used Half-cycle correction 2 was performed and annual discount rates of 4% and 1.5% were applied to costs and outcomes, respectively [17] . Outcomes measured as cost per incremental QALY were compared with the reference values set out by the Dutch Healthcare Institute to determine whether an intervention was considered cost effective. The Healthcare Institute considers a willingness to pay (WTP) reference value of either €20,000/QALY (for treatment of illnesses with a low disease severity), €50,000/QALY (medium disease severity), or €80,000/QALY (for high disease severity) [18] . Although the disease severity of RRMS with HDA can be considered high, the more conservative €50,000/QALY was applied as the reference value.
Model Inputs

Clinical
The model included clinical inputs for EDSS transition, conversion to SPMS, relapse rate, mortality rate, and inputs related to treatment, such as comparative efficacy, waning effect, adverse events, and probability of discontinuation. The treatment effect was based on post hoc subgroup analysis. The effect for each DMD derived from a network metaanalysis conducted on aggregated clinical trial data identified from a systematic literature review [19] (see Table 2 ). In addition, a meta regression analysis was conducted, extrapolating the effect size estimates from the active RRMS population to the RES group by relating efficacy to baseline risk and centering baseline risk to the expected value in each group [20] .
For the natural history model, movement between the RRMS EDSS states was taken from the British Columbia Multiple Sclerosis (BCMS) registry [21] (Table 3 ). For conversion from RRMS to SPMS, data from the study by Koch et al., which reported the natural history of SPMS, were used [22] . In their study, Kock et al. report the results of a retrospective Kaplan-Meier and Cox regression analysis of the time to and age at SPMS in untreated people registered in the BCMS dataset. The generalized gamma was selected as the preferred survival function for the model because of its goodness of fit for data for both men and women. Due to the lack of data, the same SPMS conversion rates were assumed to apply across all HDA and RES populations. Progression rates within the SPMS states were taken from the London Ontario registry [23] .
The relapse rate was modeled independently of the EDSS state as studies show that these can occur separately from EDSS progression [24, 25] . Relapse events are calculated by applying an ARR to the number of patients alive in the model. The ARR is not constant but rather caries over time based on a proportional annual reduction (5.07%) calculated from data reported by Tremlett et al. [26, 27] . The baseline relapse rate is based on the rate observed in the placebo arm of the CLARITY study and is population-specific. Given that there was no notable difference between the relapse rate of patients treated with alemtuzumab or cladribine tablets, the ARR of alemtuzumab was set equal to cladribine tablets in the HDA population. This assumption is based on the fact that at the time of submission of both the model and the paper, no possible link was available for the ARR in HDA for alemtuzumab, but a possible link was available for natalizumab and fingolimod. The mortality rate is modeled to vary over time in line with aging of the cohort, and is estimated using all-cause sex-and age-matched mortality statistics that are inflated to account for the higher mortality rate associated with MS [28, 29] .
The waning effect reflects the uncertainty in the longerterm benefits of drug therapy. It is assumed that the full effect of cladribine tablets is sustained through years 0-2, is assumed to wane from 100 to 75% in years 2-3, and is assumed to reach 50% from years 4-5 onwards. No further waning is assumed after year 5. The same waning effects are assumed for the comparators. The waning effects used in this analysis are aligned with those submitted and approved by the NICE in England [13] .
The DMD-treated cohort is also at risk of discontinuing treatment. Patients discontinue treatment if the DMD does not reduce the frequency or severity of relapses compared with the pretreatment phase, if patients have intolerable adverse effects of the drug, if patients develop an inability to walk (EDSS 6.5-7.0), or if a patient develops SPMS. The annual probabilities of discontinuing treatment were taken from pooled trial data [18] . As guided by input from the KOL, following discontinuation of the drug it is assumed that treatment will consist of BSC, which is aimed at providing temporary relief from the disease (e.g. pain killers) but does not change the course of the disease. Furthermore, patients are at risk of discontinuation from treatment with cladribine and alemtuzumab between the first and second courses. Overall, 4.9% of patients receiving their first course of cladribine tablets and 2.3% of patients receiving their first course of alemtuzumab are assumed to discontinue before their second course (in year 2). Patients are subsequently assumed to be 'taking DMDs' until they discontinue due to EDSS progression or development of SPMS. Re-initiation is modeled for alemtuzumab (28% in year 3, 11% in year 4, 1% in year 5). Drug-related adverse events were included in the model, including infusion site reactions, injection site reactions, progressive multifocal leukoencephalopathy (PML), macular oedema, malignancy, hypersensitivity, gastrointestinal disorder, autoimmune thyroid-related events, immune thrombocytopenic purpura, severe infections, and influenza-like symptoms. The list of adverse events was developed following a review of the product characteristics for each drug included in the model, and confirmed by an external advisory panel comprising expert clinicians [30] .
Utilities
Dutch EQ-5D-3L values for cladribine tablets were derived from the EQ-5D data collected in the CLARITY and CLAR-ITY EXT studies using a Dutch preference set [31] . A systematic literature review was undertaken to identify relevant utility values, alongside the EQ-5D data collected in the CLARITY and CLARITY EXT studies [11, 12] . The model included the impact of disability progression, relapses, and drug-related adverse events on the HRQoL of patients. Additionally, it included the impact of disability on the HRQoL of the caregiver, given the societal perspective as required by the Dutch guidelines for health economic evaluations. A summary of the health state utilities in the base-case model is shown in Table 4 . 
Costs
The costs of acquisition, administration, and monitoring were assumed to apply for the duration of time that patients remain on therapy in the model (Tables 5, 6, 7 ). For continuously administered therapies, such as natalizumab or fingolimod, the number of people receiving therapy is estimated from the EDSS status of the population, considering those who discontinue (e.g. develop SPMS or discontinue for other reasons) in the previous cycle. All patients were assumed to adhere to therapy and consume the full course of medication in each year. The cost inputs were based on the Dutch costing manual [39] , price lists, and Opendisdata [40] . Additional information came from a systematic review of cost studies, additional literature searches, and input from the Dutch KOL in case of unavailable information. For fixed-course therapies, such as alemtuzumab and cladribine tablets, drug costs were estimated based on the proportion of patients eligible for therapy (EDSS < 7.0 and RRMS) at the start of each cycle multiplied by the proportion treated. The annual drug costs were based on the Dutch list prices, obtained from the Z-index G-Standard of October 2017 [41] . All cost inputs were converted to 2016 costs. EDSS-related direct medical and non-medical costs, as well as indirect non-medical costs (presented in Table 8 ), were extracted from the paper from Karampampa et al. [42] and inflated to reflect 2017 values. Indirect unrelated medical costs (medical costs occurring during a lifetime that were unrelated to MS) were calculated by applying the Dutch PAID toolkit version 1.1, which enables the incorporation of future unrelated costs [43] .
The costs associated with severe infections, macular edema, gastrointestinal disorder, hypersensitivity reaction, and autoimmune thyroid-related events are available from Opendisdata, a public database including data on average prices paid for healthcare products provided in Dutch hospitals [44] . The costs of infusion-based events are set to zero on the basis that these events would be managed in the day-case setting by delaying or slowing down the infusion rate or through low-cost pain intervention. The cost of these events would therefore be largely covered by the daycase admission. The management of injection site reactions and influenza-like illness are assumed to involve a phone consultation with a district nurse [36] . The average cost of an episode of immune thrombocytopenic purpura (grade III and IV) was obtained from the work of Blommestein et al., assuming the mean duration of an episode was 45 days [45] .
The cost for relapses was estimated at €1024. It was assumed that during relapses, patients visited a neurologist, including 3-day admissions plus administration of methylprednisolone 1 g. These assumptions were validated by the KOL.
Sensitivity Analysis
DSAs were performed to evaluate the impact of uncertainty on the model outcomes, and were performed on the following variables: effect of DMDs on EDSS progression and relapse rate, discontinuation rates, mortality multiplier, [36] baseline characteristics (age, weight), and discounting rates. The effect of DMDs on EDSS progression and relapse rates varied according to the Network meta-analysis (NMA) [18] . The range of variation used in the DSA was 50% for discontinuation probabilities, baseline sex ratio, and baseline relapse rate in the previous year. Discounting rates varied between 0 and 6%, and baseline characteristics varied using the standard error as provided in the CLARITY study.
In addition, structural sensitivity analyses were performed for alemtuzumab, fingolimod, and natalizumab to test the robustness of the analyses to variations in underlying model assumptions or to the application of alternative grouped input parameters. The following scenarios were considered: the healthcare perspective (excluding both direct non-medical and indirect costs), alternative time horizons (20 and 80 years), and changing the discontinuation probability. In addition, mortality was modeled using the EDSS-specific standardized mortality ratio (SMR) instead of a fixed SMR for MS. Another scenario analysis was run, setting caregiver disutility to zero. Lastly, different waning effect scenarios were conducted for both the HDA and RES subpopulation to analyze the influence of different waning effects of cladribine tablets. Three approaches were considered: 1. Cladribine effect was gradually waned to 0% after year 6 (assuming full effect until year 2, 75% effect until year 4, and 50% effect until year 6). 2. Comparator effect was gradually waned to 0% after year 6, keeping cladribine tablets waning the same as the base case. 3. Both cladribine tablets and the comparator effect were gradually waned to 0% after year 6.
Lastly, a scenario analysis was included using data from the BCMS registry [21] for both RRMS and SPMS inputs instead of using BCSM registry data for RRMS and the London Ontario Registry [23] data for SPMS.
Probabilistic sensitivity analyses (PSA) were also performed to assess the variation in results stemming from the combined uncertainty in each individual model parameter ( Table 9 ). The input variation per input parameter is provided in the Supplementary Appendix. Finally, a valueof-information (VOI) analysis was conducted, in line with Dutch health economic guidelines [17] . VOI analysis quantifies the value brought by reducing decision uncertainty by means of collecting additional information [46] . The VOI analysis results are expressed in the population expected value of perfect information (PEVPI), which expresses the value of information considering the number of times the decision has to be made over the lifetime of the technology. Thus, the PEVPI depends on the number of patients who will be treated with cladribine tablets, accounting for the incidence of the decision. In technical terms, based on the PSA outcomes, a per-patient EVPI is calculated as the average of the opportunity losses of all PSA outcomes. This per-patient EVPI is scaled up to a population level EVPI (PEVPI) in order to make it relevant to the decision regarding additional research, using Eq. 1 below, where 'N i ' denotes the relevant number of patients, 'T' denotes the effective lifetime (in years) for the new product, and 'a' denotes the discount rate.
Results
Base-Case Scenario
An overview of the results of the base-case analyses is given in Table 10 , while a breakdown of discounted costs is given in Table 11 . In the HDA subpopulation, cladribine tablets were the cost-effective (dominant) option compared with alemtuzumab and fingolimod, and also compared with natalizumab in the RES subpopulation. Outcomes are primarily driven by the lower drug cost of cladribine tablets and direct non-medical costs (especially versus fingolimod) rather than differences in efficacy.
Sensitivity Analyses
Deterministic Sensitivity Analysis
A deterministic sensitivity analysis (DSA) was performed with a threshold of €50,000/QALY for both the HDA and RES subpopulations (Figs. 2, 3, 4) . For all populations, the parameters that exhibited the greatest influence on the basecase results were confirmed disability progression (for cladribine tablets, alemtuzumab, fingolimod and natalizumab) and cost discounting. Importantly, the sensitivity analyses showed that the model is extremely sensitive to the variability in efficacy in terms of disease progression of the drugs.
Structural Sensitivity Analysis
Cladribine tablets remained cost effective (dominant) in all structural sensitivity scenarios considered in the HDA population, and remained the cost-effective (dominant) approach for all waning effect scenarios in the HDA population. In the RES population (versus natalizumab) cladribine remained cost effective (dominant) or was less costly and less effective. An overview of the structural sensitivity analyses performed in the model is presented in Table 12 .
Probabilistic Sensitivity Analysis
The outcomes of the PSA showed that for the HDA population, cladribine tablets were the cost-effective (dominant) strategy when compared with alemtuzumab in 50.9% of iterations, at a threshold of €50,000/QALY gained (Fig. 5 ). Half (47%) of the iterations were in the south-east quadrant, and half (47%) were in the north-west quadrant. This reflects the uncertainty around the base-case results, and, as such, cladribine tablets should be considered at parity with alemtuzumab. When compared with fingolimod, cladribine tablets were the cost-effective (dominant) strategy, with a 98.2% probability of being cost effective at a threshold of €50,000/ QALY gained (Fig. 6 ). Almost all iterations were in the south-east quadrant, indicating the robustness of the analysis. For the RES population, when comparing against natalizumab, cladribine tablets were the cost-effective (dominant) strategy, with a 94.1% probability of being cost effective at a threshold of €50,000/QALY gained (Fig. 7 ).
Value-of-Information Analysis
The number of patients eligible for treatment with cladribine tablets in The Netherlands was estimated at 383, based on the Dutch population [47] and MS prevalence in Flanders, Belgium [48] . Uptake was estimated at 30%, which is the expected market share in the first year, as verified by the Dutch Healthcare Institute (Zorginstituut Nederland), resulting in a PEVPI of €19,295,441. Given the high impact that the estimated uptake has on the calculation of the PEVPI, alternative values for the uptake were explored. The different uptake scenarios give the following outcomes: using an uptake of 10% (38 patients treated in The Netherlands), the PEVPI was estimated to be €6,431,814; with an uptake of 20% (77 patients), the PEVPI was €12,863,627; and with a 50% uptake, the PEVPI amounted to €32,159,068
Discussion
This paper reports on the cost effectiveness, from the Dutch context, of cladribine tablets versus alemtuzumab and fingolimod in the RRMS HDA patient population, and versus natalizumab in the RRMS RES subpopulation. It details a comparison between the costs and effects of the alternative treatments using a cohort-based, multi-state Markov transition model. The choice of this model is in accordance with the majority of models used in economic analyses of cost effectiveness of disease-modifying therapies in MS. More specifically, 24 of 33 studies included in the systematic literature review of Iannazzo et al. used the Markov transition model [49] . The model was based on a previously constructed UK model that used 11 health states [13] , thus assuming no differences in progression rates and quality of life between patients in RRMS or SMPS. In the current model, a 21-health-state structure was applied that does allow differences between RRMS and SMPS. Applying this 21-state model was based on the recommendation and opinion of the Dutch KOL. The results of the base-case analysis demonstrated that cladribine tablets were cost effective versus alemtuzumab and fingolimod in the HDA patient population, and versus natalizumab in the RES patient population, at a willingness-to-pay threshold of €50,000. It seems that this is largely attributable to the lower cost of cladribine tablets. The treatment of RRMS in the HDA subgroup has the potential to provide significant cost savings when used instead of alemtuzumab and fingolimod, with an NMB of €10,866 and €151,115, respectively. In addition, the treatment of RES RRMS with cladribine tablets instead of natalizumab in this subgroup has the potential to provide cost savings, with an NMB of €122,986. The DSAs demonstrated that the evaluation is extremely sensitive to treatment effect on confirmed disability progression in both scenarios, which shows that there is strong uncertainty around the relative effectiveness. The PSA for both scenarios (HDA and RES subpopulations) showed significant overlap in the credible intervals for total lifetime QALY outcomes and costs for cladribine tablets and all relevant comparators, which further highlights the uncertainty present. The probability that cladribine tablets are a cost-effective treatment option for HDA patients compared with alemtuzumab and fingolimod was 50.9% and 98.2%, respectively, and 94.1% for RES patients compared with natalizumab. Note that the PSA outcomes against alemtuzumab demonstrated considerable uncertainty. Overall, 47% of iterations were in the north-west quadrant, i.e. dominated, and 47% were in the south-east quadrant, i.e. dominant. The results of the PSA indicate that despite the dominance of cladribine in the base-case, these treatments (cladribine tablets and alemtuzumab) should be considered at parity.
Our results are in line with findings of other researchers suggesting that cladribine is cost effective for the treatment of HDA RRMS patients, and is therefore recommended for reimbursement. In England, cladribine tablets were dominant versus alemtuzumab and natalizumab in pairwise comparisons. Cladribine tablets had a 93% probability of being cost effective at a threshold of ₤30,000/QALY gained [13] . In Bulgaria, cladribine tablets were considered a cost-effective therapeutic option compared with alemtuzumab (incremental cost-effectiveness ratio = Bulgarian Lev 663.03/ QALY) [50] . The cost effectiveness of cladribine for the treatment of adult patients with HDA RRMS, defined by clinical or imaging features, also suggested that cladribine is considered cost effective. Cladribine was cost saving versus all alternative strategies, with incremental costs ranging from − €60,604 (alemtuzumab) to − €176,902 (natalizumab) [51] .
There are some limitations regarding the analyses conducted. The PSA for both scenarios (HDA and RES subpopulations) showed significant overlap in the credible intervals for total lifetime QALY outcomes and costs for cladribine tablets and all relevant comparators, which highlights the uncertainty present. Another important limitation is that there is a serious lack of head-to-head trials in the disease area of MS. All efficacy comparisons in the model are therefore based on NMA and meta-regression. In addition, the analyses in the HDA and RES populations consisted of post hoc, subgroup analysis. The intention-to-treat population of the CLARITY studies consisted of RRMS patients and was not restricted to patients with HDA or RES. These post hoc analyses were requested by the EMA, although they are an important additional source of uncertainty. In addition, some health technology assessment (HTA) agencies were critical about the network meta-regression approach (NICE and the Scottish Medicine Consortium [SMC]). The NICE committee concluded that even though there is not enough evidence to determine whether cladribine is more or less effective than other treatments, it is cost effective compared with all other treatments and was therefore recommended [52] . Additionally, despite their criticism regarding the indirect comparison, the SMC concluded that "the economic case has been demonstrated" [53] . Outside of the UK assessments, other HTA bodies accepted this approach, such as the European Network for Health Technology Assessment [54] , the National Centre for Pharmacoeconomics (NCPE) in the Republic of Ireland [51] , and the Tandvårds-Läkemedelförmånsverket (TLV) in Sweden [55] , and concluded that cladribine is cost effective compared with the alternative options. Nevertheless, given these serious limitations and the strong uncertainty, all outcomes presented in this paper should be interpreted with caution. To limit the complexity of the model, it was assumed that patients received no further DMD treatment after cessation of therapy. However, this may not reflect current clinical practice and is a well-known limitation of MS models. Moreover, the model was constructed based on clinical efficacy and safety data from clinical trials that differ in many aspects, including study design, population characteristics, and the long time frame over which the data were collected (1990s to 2012). All scenario analyses performed are subject to the limited availability of 6-month confirmed disability progression data for comparator therapies.
A key strength of this study is that the model considers cost effectiveness across two subpopulations of MS. Moreover, the study included a VOI analysis quantifying the value of reducing uncertainty in the model. In addition, several relevant scenario analyses were conducted, including a waning effect scenario analysis.
Conclusions
The treatment of RRMS patients with cladribine tablets seems cost effective versus alemtuzumab and fingolimod in HDA patients, and versus natalizumab in RES patients, at a threshold of €50,000/QALY gained. Driven by the lower costs, cladribine tablets were cost effective (dominant) in all base-case analyses. Nevertheless, given that outcomes are based on indirect comparisons and post hoc subgroup analysis, and the considerable uncertainty surrounding the outcomes, the results presented in this paper should be interpreted with caution.
